its area was supplied by collateral flow from the right external carotid artery and the vertebral artery via extensively developed dural, leptomeningeal and pial collaterals. The left internal carotid artery was also occluded, with a tapering pattern of the proximal portion, and its area was supplied by the external carotid artery and vertebral artery via inumerable small collaterals (Fig 5A-D) . These findings were consistent with Moyamoya disease. Stress single photon emission computed tomography (SPECT) revealed extensive fixed perfusion defects with a partially reversible myocardium in the territory of the left anterior descending (LAD) artery (Fig 6A) . Critical eccentric stenosis was demonstrated in the middle LAD artery on diagnostic coronary angiogram (Fig 7A) . We performed percutaneous transluminal coronary angioplasty and placed a stent at 12 atm. No significant residual stenosis remained after stenting (Fig 7B) . The patient's subjective symptoms were relieved after coronary intervention and the perfusion defect area was decreased on follow-up SPECT (Fig 6B) .
Discussion
Coronary artery disease is very rare in young female patients without risk factors for atherosclerosis. A few young female patients with ischemic heart diseases have been diagnosed with associated Kawasaki's disease and Takayasu's arteritis, especially in Eastern countries. [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] However, there has been no previous report of myocardial infarction associated with Moyamoya disease. The present patient had occlusion of both internal carotid ateries, and critical stenosis in the coronary artery, but previously reported cases of Moyamoya disease have not had clinical symptoms of ischemic heart disease. [4] [5] [6] In the present case, no coronary risk factors were evident, not even hypertension despite a long history of pituitary gigantism. The etiology of the myocardial infarction might be Moyamoya disease because there were no risk factors for coronary atherosclerosis. The patient's blood glucose did not elevate even after a stimulation test and all of the coagulation tests were within normal limits. A viable myocardium was documented on stress SPECT with improvement of the EF seen on the 3-dimensional image. Because of the severe left ventricular dysfunction, we infused low-dose dopamine and prepared a provisional intra-aortic balloon pump for the prevention of acute heart failure during coronary intervention. The patient's EF was below 20% before coronary intervention and improved to 30% immediately after intervention. Her chest pain was relieved and the perfusion defect area was seen to be decreased on stress SPECT after coronary intervention, with the pattern of reserved perfusion defect. The patient did not have angina or dyspnea at the 2-month clinical follow-up. 
